Case definition. For surveillance purposes, AIDS is defined as the occurrence of biopsyproven KS and/or biopsy-or culture-proven infection at least moderately predictive of cellular immune deficiency (table 1) . Patients who either had received immunosuppressive therapy before the onset of illness or had preexisting illnesses associated with immunosuppression, such as congenital immunodeficiency or lymphoreticular malignancy, are excluded. Also excluded are persons with KS who are over 60 years of age. Although AIDS-like illness has been described in infants [8] , the present report is limited to patients who are at least 10 years old. Immunologic testing is not required for inclusion of persons meeting the case definition.
Surveillance. AIDS surveillance has been both retrospective and current. Active retrospective surveillance methods have been previously described [7] . In brief, they included (1) review of selected cancer tumor registries, (2) contact with selected physicians in 18 major metropolitan areas, and (3) review of requests received by the CDC's Parasitic Diseases Drug Service for pentamidine isethionate. Current surveillance is predominantly passive in nature, through receipt of reports from individual physicians and local or state health departments. These reports are supplemented by the active review of new requests for pentamidine isethionate. Statistical techniques. The incidence of AIDS was examined using a least-squares linear regression [9] of the natural log of the exponential function Y = aebx (a > o), where Y = number of cases and x = calendar quarter since the first quarter of 1978. The estimated value of the slope (b) was taken to represent the case reporting rate. The ratio of the case reporting rate for PCP to the rate for KS cases was interpreted as the relative reporting rate.
Other statistical methods included the Z test for differences between proportions [9], the odds ratio for a single 2 x 2 table with a Taylor series confidence limit [10] , and the X2 test of independence for 2 x 2 tables [9] . The acceptable type I error rate was taken to be 0.05. Results whose test statistic revealed a higher error rate were treated as All but 61 of the 1,000 cases could be classified into one or more of the following risk groups: homosexual or bisexual men, iv drug abusers, Haitians living in the United States, or patients with hemophilia. As shown in a schematic Venn diagram (figure 3), these risk groups were not mutually exclusive. The largest overlap betweeni risk groups was for homosexual or bisexual men and iv drug abusers. Of the 882 patients who belonged to one of these groups, 81 (9.2%) belonged to both. Only rarely did Haitians or hemophiliacs intersect with other risk groups.
To simplify data analysis, the 1,000 cases were reclassified into a hierarchy of mutually exclusive risk groups. Arbitrarily, homosexual or bisexual men were placed first in the hierarchy whether or not they had other risk factors. The second group consisted of iv drug abusers without a history of male homosexuality (either heterosexual or of unknown sexual orientation). The third group consisted of persons of Haitian origin without a history of male homosexuality or iv drug abuse. The fourth group included persons with hemophilia in none of the previously mentioned groups, and the Demographic characteristics of cases by mutually exclusive risk groups are shown in table 6. Although patients ranged in age from 10 to 73 years, 47.9% were 30-39 years old. The Haitian patients and patients who abused iv drugs tended to be slightly younger than the homosexual or bisexual men. Of the 59 female patients, 49.2% were iv drug abusers. Compared with the homosexual or bisexual male patients, the iv-drug-abusing patients were 6.9 (4.7 to 10.3) times more likely to be either black or Hispanic.
The distribution of cases by mutually exclusive risk groups has changed over time (table 7) . Between the first and second sets of 250 reported cases, the proportion of homosexual or bisexual men decreased significantly (P < 0.001), while there was a corresponding increase in the proportion of iv drug abusers, Haitians, and hemophiliac patients. From the first to the last set of 250 cases, the proportion belonging to no identified risk group has doubled. The 61 patients who seem not to belong to any of the recognized risk groups (tables 4-6) are under investigation to determine whether new population groups are at risk for AIDS. Unfortunately, information regarding risk factors is inadequate for some of these patients because they have died or cannot be interviewed at the time they are reported. Another portion of the 61 patients probably represents the expected "background" occurrence of KS-that is, disease not associated [11, 12] . Transmission of such an agent through blood or blood products is consistent with the occurrence of AIDS in iv drug abusers, patients with hemophilia, and transfusion recipients.
The overlap between the homosexual or bisexual male risk group and the iv drug abuser group might explain spread of an "AIDS agent" from one group to the other. Geographically, this overlap occurs particularly in New York City and northern New Jersey.
Relatively little overlap between the Haitian The epidemiologic trends presented here suggest that AIDS, a disease first recognized among homosexual men in California and New York City, is now becoming an increasing problem in other population groups and in other parts of the United States. Although these passive surveillance data must be interpreted cautiously, the trends are consistent with the gradual extension of an infectious agent into new populations.
Although we believe that the diseases included in the CDC surveillance definition are at least moderately predictive of acquired cellular immune deficiency, the spectrum of AIDS may not be limited to KS and opportunistic infections. Other unusual malignancies, including both a lymphoma classified as either Burkitt's lymphoma or diffuse undifferentiated non-Hodgkin's lymphoma [14, 15] and lymphoma limited to the brain [16] , have been reported among young homosexual men, with or without previously described manifestations of AIDS. Autoimmune thrombocytopenia associated with impaired cellular immunity has been described among both homosexual men and patients with hemophilia [17, 18] . Physicians from several major metropolitan areas in the United States have reported the occurrence of chronic, generalized, unexplained lymphadenopathy in homosexual men [19] . Many of these patients have laboratory evidence of cellular immunodeficiency, 
